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Guideline Status
This is the current release of the guideline.

Regulatory Alert

FDA Warning/Regulatory Alert
Note from the National Guideline Clearinghouse: This guideline references a drug(s) for which important revised regulatory and/or warning
information has been released.

December 14, 2016 – General anesthetic and sedation drugs : The U.S. Food and Drug Administration (FDA) is
warning that repeated or lengthy use of general anesthetic and sedation drugs during surgeries or procedures in children younger than 3
years or in pregnant women during their third trimester may affect the development of children's brains. Consistent with animal studies,
recent human studies suggest that a single, relatively short exposure to general anesthetic and sedation drugs in infants or toddlers is unlikely
to have negative effects on behavior or learning. However, further research is needed to fully characterize how early life anesthetic exposure
affects children's brain development.

Recommendations

Major Recommendations
ACR Appropriateness Criteria®

Clinical Condition: Treatment of Stage I T1 Glottic Cancer

Variant 1: A 57-year-old man has squamous cancer superficially involving the mid-third of the left true vocal cord. Cord motion is normal, and

http://www.fda.gov/Safety/MedWatch/SafetyInformation/SafetyAlertsforHumanMedicalProducts/ucm533195.htm


videostroboscopy shows an intact mucosal wave. The lesion can be readily defined on office examination. He is edentulous, can open his mouth
well, and ceased smoking 5 years ago. The cancer can be seen in its entirety with direct laryngoscopy under anesthesia.

Treatment Rating Comments

Total laryngectomy 1  

Open partial laryngectomy 3  

Transoral endolaryngeal resection 9  

External beam radiation in 2 Gy
fractions

3  

External beam radiation in 2.25 Gy
fractions

7  

Concurrent chemoradiation with
cisplatin

1  

Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,8,9 Usually appropriate

This is a T1 glottic cancer. All of the methods described should afford excellent control of the cancer, albeit with dramatic differences in
subsequent quality of life. Neither total laryngectomy nor concurrent chemoradiation is appropriate for treatment of this lesion. Open partial
laryngectomy has more side effects than transoral laryngeal surgery (including a longer hospital stay and need for a temporary tracheotomy).
External beam radiation therapy in 2.25 Gy fractions is superior to treatment with 2 Gy fractionations. Both radiation treatment and surgery should
confer high quality of life and voice in treating cancers such as this.

Variant 2: A 57-year-old man has squamous cancer superficially involving the mid-third of the left true vocal cord. Cord motion is normal. He is
hoarse, and the mucosal wave is dampened on videostroboscopic examination. The lesion can be defined on office examination. He is edentulous,
ceased smoking 5 years ago, and takes no medicines. The cancer cannot be exposed in its entirety with direct laryngoscopy under anesthesia.

Treatment Rating Comments

Total laryngectomy 1  

Open partial laryngectomy 7  

Transoral endolaryngeal resection 4 Transoral endolaryngeal resection should only be performed in this
scenario by an experienced surgeon, realizing the potential need to
convert to an open procedure.

External beam radiation in 2 Gy
fractions

3  

External beam radiation in 2.25 Gy
fractions

9  

Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,8,9 Usually appropriate

Despite the difficulty of exposing this cancer under anesthesia, oncologic control of this tumor should not be more difficult to achieve than in
patients whose lesion is more readily defined. Total laryngectomy is not justified. Transoral laryngeal excision should not be performed if the lesion
cannot be seen in its entirety during examination under anesthesia. Open partial laryngectomy may be performed with excellent margins, despite
inability to expose the tumor fully through line of sight, because angled telescopes may be used to examine the larynx. Quality of voice with open
partial laryngectomy is likely to be inferior to that achieved through radiation treatment of this cancer. External beam radiation therapy in 2.25 Gy
fractions is superior to treatment with 2 Gy fractions.

Variant 3: A 65-year-old man has squamous cancer densely involving the anterior third of both vocal cords. Cord motion is normal, as is
videostroboscopy. The lesion can be defined on office examination. Imaging shows no involvement of the thyroid cartilage. He is edentulous,
ceased smoking 5 years ago, and takes no medicines. The cancer can be exposed in its entirety with direct laryngoscopy under anesthesia.

Treatment Rating Comments

Total laryngectomy 1  



Open partial laryngectomy 7  

Transoral endolaryngeal resection 5 Transoral endolaryngeal resection should only be performed in this
scenario by an experienced surgeon, realizing the potential need to
convert to an open procedure.

External beam radiation in 2.25 Gy
fractions

9  

Concurrent chemoradiation with
cisplatin

1  

Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,8,9 Usually appropriate

Treatment Rating Comments

Neither total laryngectomy nor concurrent chemoradiation is justified for this patient with T1b glottic cancer. Transoral laser excision may entail a
decline in local control because of the anterior commissure involvement. Open partial laryngectomy (including perhaps a supracricoid partial
laryngectomy) should confer adequate tumor control, though voice quality will suffer and morbidity is substantial. External beam radiation should
not involve a compromise in tumor control, though voice quality is likely to be inferior to that following treatment of a superficial T1a lesion.

Variant 4: A 65-year-old man has undergone three prior vocal cord stripping procedures to address carcinoma in situ of the left true vocal cord.
Cord motion is normal. The lesion cannot be readily defined on office examination, but he brings video documentation of the most recent treatment.
He is edentulous, ceased smoking 5 years ago, and takes no medicines. With examination under anesthesia and microdirect laryngoscopy the cord
shows evidence of prior manipulation, but no lesion can be seen. Biopsy again shows carcinoma in situ.

Treatment Rating Comments

Photodynamic therapy 8 Need for sun exposure is a contraindication to this treatment option.
Patients should be carefully staged surgically with particular attention
to defining the depth of the lesion.

Open partial laryngectomy 2  

Transoral endolaryngeal resection 4  

External beam radiation therapy 8  

Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,8,9 Usually appropriate

Open partial laryngectomy with cordectomy will entail hospitalization and result in voice decline. It is too morbid an approach for carcinoma in situ
of the cord. Photodynamic therapy can be accomplished without hospitalization, can be performed repeatedly, and preserves voice quality. It may
prove disruptive for individuals with an outdoor occupation or lifestyle and is not available everywhere. Transoral laryngeal surgery should not be
undertaken if the site of disease cannot be defined preoperatively. Radiation therapy should confer excellent results in addressing this problem (for
control of carcinoma in situ and with respect to voice quality).

Variant 5: A 68-year-old man has recurrent squamous cancer superficially involving the mid-third of the left true vocal cord after radiation 1 year
ago. Cord motion is normal. He is hoarse. The lesion can be readily defined on office examination. He is edentulous, can open his mouth well,
ceased smoking 5 years ago, and takes no medicines. The cancer can be seen in its entirety with direct laryngoscopy under anesthesia.

Treatment Rating Comments

Systemic chemotherapy 1  

Reirradiation to recurrent tumor volume
with limited margin (0.5-2 cm) and
concurrent chemotherapy

1  

Reirradiation to recurrent tumor volume
and elective coverage of neck levels II
and III with concurrent chemotherapy

2  

Total laryngectomy 3  

Open partial laryngectomy 7  

Transoral endolaryngeal resection 8  

Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,8,9 Usually appropriate



Photodynamic therapy 7 Need for sun exposure is a contraindication to this treatment option.
Patients should be carefully staged surgically with particular attention
to defining the depth of the lesion.

Rating Scale: 1,2,3 Usually not appropriate; 4,5,6 May be appropriate; 7,8,9 Usually appropriate

Treatment Rating Comments

Clinically, this rT1 glottic cancer is treatable with curative intent. Use of systemic chemotherapy, which is palliative, is not appropriate in this setting.
The same applies to reirradiation, which should not be used if resection can be performed with acceptable morbidity and reasonable expectation of
tumor control. The true extent of tumor is difficult to define in this setting, since the cancer is often submucosal. It may be far more extensive than
examination suggests. Hence, while efforts at larynx preservation are appropriate (and frequently successful with either open or endoscopic
techniques), patients should be prepared for total laryngectomy. Technical demands of the procedures exceed those performed in patients who
have not received radiation treatment. Photodynamic therapy may cure patients who develop superficial recurrences after radiation fails.

Summary of Literature Review

Introduction

Most larynx cancers arise in the glottis, which comprises, for purposes of clinical staging, the superior and inferior surfaces of the true vocal cords
(including the anterior and posterior commissures). The glottis occupies a horizontal plane 1 cm in thickness, extending inferiorly from the lateral
margin of the ventricle. Stage I T1N0 cancers are limited to the vocal cords and commissures, with normal cord mobility. T1a lesions are limited to
a single cord, while disease that involves both cords is stage T1b. A cancer with impairment in cord mobility and/or extension to the supraglottis or
subglottis is stage II T2N0. Three-quarters of patients with larynx cancer in North America present with stage I or II disease. Treatment of stage I
glottic cancer is highly successful and larynx preservation is usually achieved. Neither total laryngectomy nor chemoradiation are indicated in the
initial management of T1 glottic cancer, nor is treatment of the neck.

As single modalities, with intent to preserve the larynx, both radiation and resection afford excellent locoregional control and survival. The small
number of treatment failures (through either initial approach), and local variations in treatment preferences on the part of physicians, surgeons, and
patients have frustrated efforts to perform randomized trials comparing the modalities. Review of the relevant literature reveals no properly
designed and reported randomized trials comparing surgical with radiotherapeutic management of stage I glottic cancer. Thorough recent meta-
analyses have been performed. No difference in survivorship could be demonstrated, though there was better larynx preservation in patients
treated with initial resection. A recent review has considered "levels of evidence" supporting treatment options for glottic cancer. Use of
chemotherapy alone to treat stage I glottic cancer should be considered investigational.

Radiation Treatment

Surgical treatment of early glottic cancers with total laryngectomy or open partial laryngectomy was historically associated with loss of normal
voice or substantial decline in its quality. Radiation treatment has been associated with local control rates from 80% to 95%, and shorter overall
treatment times seemed to yield superior results. A prospective randomized study comparing 2 Gy fractions with 2.25 Gy fractions (with 60 Gy in
30 fractions versus 56.25 Gy in 25 fractions for lesions involving less than two-thirds of the vocal cord and, for larger lesions, 66 Gy in 33 fractions
versus 63 Gy in 28 fractions) showed a significant advantage in local control rate for the shorter treatment time. Five-year local control rate was
77% for the 2 Gy arm and 92% for the 2.25 Gy arm (P=0.004) with no significant difference in survival, acute mucosal reaction, skin reaction, or
late effects. Recent results from a single-institution series including some 325 patients with stage I glottic cancer treated with opposed lateral fields
demonstrated 10-year local control rates of 93% for T1a and 91% for T1b. Ultimate local control rates (including successful salvage after local
recurrence) were 98% and 95% for T1a and T1b lesions, respectively.

Many of the reported radiotherapy outcomes include patients treated predominantly with cobalt-60 units or 2 to 4 megavoltage (MV) x-rays.
Several authors showed inferior local control with cobalt-60, unlike the majority of published results; some have also reported inferior results with
6 MV photons. The effect of treatment energy is difficult to isolate due to concomitant technologic advances that transpired during the shift from
cobalt to linear-accelerator-delivered therapy. Concerns regarding adequate dose delivery with higher-energy 6 MV photons existed previously,
but they have largely been assuaged.

Radiation has typically been delivered with opposing lateral low-energy photon fields with wedges; other approaches described include oblique
fields, a three-field approach, a single appositional electron field, and a single lateral field. Regardless of the field arrangement chosen, elective
treatment of the neck is not warranted.

Field size is generally 5 cm x 5 cm. Nonrandomized data concerning field size have been contradictory. Some series suggest inferior local control
when larger field sizes are used (although many included patients with T2 disease, perhaps demanding a larger field and expected to manifest
inferior control). Others report better local control with a field size >5 cm x 5 cm, or no impact of field size on local control, or excellent outcomes



with smaller field sizes. In a randomized controlled trial for patients with T1 disease, subjects were treated with either a 5 cm x 5 cm or 6 cm x 6
cm field. Local control was excellent in both arms, with no difference between the smaller and larger field sizes.

Shorter overall treatment times have seemed to yield superior results. Prolongation of total treatment time has been shown to negatively impact
local control. Conversely, in one series split-course therapy with a planned 3-week break did not negatively impact local control outcomes but did
result in worsening toxicities.

Intensity-modulated radiation therapy (IMRT) has been considered feasible in order to diminish dose to the carotid arteries, though its benefit has
not been clinically demonstrated. A dosimetric study comparing opposed lateral fields, 3-dimensional (3D) conformal with either two oblique and
one anterior field or a lateral and anterior field, and seven-field IMRT showed similar target volume coverage for all techniques but reduced dose
to the carotid arteries with 3D conformal planning and additional reductions with IMRT. This dosimetric sparing of the carotid arteries is balanced
by concerns due to increased dose heterogeneity across the larynx as well as an uncertain impact of target motion during treatment delivery.
Another dosimetric study compared opposed lateral treatment plans with IMRT plans created using three fields. Again significant reduction in dose
to carotid arteries was possible. These investigators also reported successful delivery of treatment using IMRT in an 11-patient pilot series. A
prospective series is planned.

Photodynamic therapy has demonstrated encouraging results for T1 glottic cancer as initial treatment and in a salvage setting; however, it has not
been widely adopted.

Surgical Treatment

After Billroth to a great degree initiated modern surgical treatment of larynx cancer with the first reported total laryngectomy and the first vertical
hemilaryngectomy, procedures to treat glottic cancer with operations increased in popularity, scope, and ambition. Even for T1 glottic cancers,
there have been many modifications and extensions of open partial laryngectomy, since the locations of different cancers create varying technical
challenges for the surgeon. In practice, tumors of the membranous vocal fold (cord), those with extensions to the anterior commissure, those
actually involving the commissure, those involving the arytenoid, and those involving both cords must be managed differently.

The nature of the resections, their functional consequences, and their oncologic results depend strongly on the extent of glottic involvement with
respect to both surface extent and to depth of invasion. Because surgical treatment should be tailored to a particular tumor, the management is
individualized. However, principles include preoperative laryngoscopy (which may include videolaryngostroboscopy), assurance of adequate
intraoperative exposure, and resection to clear margins, if feasible. Collaboration with experienced pathologists is of benefit. Transoral excision of
T1 glottic cancer lacks the morbidity of open procedures, and it is usually accomplished expeditiously, with hospital stays under 3 days. For T1
lesions the 5-year laryngeal preservation rate (in two series of more than 400 patients each) exceeds 97%, though "salvage" treatment may be
required to achieve the reported locoregional control of 96% to 99%.

Most open laryngectomies produce a decline in voice quality. Voice quality depends most strongly on the amount and depth of cord resection, and
formal criteria to describe the cordectomy performed have been elaborated. For most midcord T1a cancers the overall voice quality after
resection or radiation is similar, though the specific voice profiles seem different. A CO2 laser is typically employed, but other cutting tools may be

used. Functional and oncologic results for superficial disease of a single cord are excellent. Surgical tumor control declines for tumors truly
involving the anterior commissure, with a substantial increase in recurrence frequency, which even in experienced hands may exceed 20%.

Quality of Voice and Life

Voice quality after treatment of glottic cancer with cordectomy and with radiation has been assessed both subjectively and objectively. Because
patients with T1 glottic cancer usually have an abnormal voice, it commonly improves after treatment. While patient satisfaction and subjective
evaluation of voice quality are often high after either surgery or radiation, more formal studies demonstrate changes associated with tumor size and
extent of resection. The Voice Handicap Index of pooled results from small series shows no significant difference between patients treated with
laser excision and radiation. Maximum phonation time seems to favor patients treated with radiation. With respect to airflow, fundamental
frequency, microperturbation in frequency, and microperturbation in amplitude, no significant differences were demonstrated. Prospective studies
of voice quality are justified. In the treated population smoking seems to affect voice quality. There is no significant difference in the University of
Washington Quality-of-Life instrument (UW-QOL-R) or the Performance Status Scale for Head and Neck Cancer Patients (PSS-HN) for
patients with T1 glottic cancer treated with endoscopic resection or radiation (see Variant 1, Variant 2, Variant 3, and Variant 4 above).

Treatment of Recurrence

Surgical salvage of patients with recurrence after definitive radiation should be attempted. Success seems largely related to the extent of tumor at
the time of resection. Total laryngectomy is often required, but smaller procedures (ranging from laser excision through supracricoid laryngectomy)
may be appropriate and successful. Both radiation and resection may be used to salvage patients with recurrence after prior resection. Patients



initially treated with radiation have a far higher risk of eventual laryngectomy than those whose cancer was first treated with transoral laser excision.
Analysis of patients with less deeply invasive tumors (those with normal or diminished mucosal wave, as opposed to absent wave, on
videolaryngostroboscopy) still suggests a higher risk for larynx loss in patients initially addressed with radiation (see Variant 5 above).

Costs of Care

Several analyses of the monetary costs of care for a patient with T1 glottic cancer have been performed. Various degrees of sophistication have
been used. A recent evaluation comparing transoral laser excision with radiation for T1 glottic cancer indicates that resection is the less costly
approach, principally because the costs to control a recurrence after surgery are less than those needed to salvage a postradiation recurrence.
Assumptions surrounding the nature and extent of the treatments for recurrence strongly affect such calculations. "Hidden costs" of care at a major
center demonstrated substantial differences in number of treatments, median necessary travel distances, total median travel time, and median
number of work hours missed—indicating that other factors besides oncologic control and voice quality warrant consideration in management.

Patients living far from a radiation facility and those who face difficulty with transportation or mobility are often far more appropriate candidates for
resection than for radiation treatment, since the episode of care is considerably shorter, with equivalent oncologic results. Photodynamic therapy
has demonstrated encouraging results for T1 glottic cancer as initial treatment and in a salvage setting; however, it has not been widely adopted.

Summary

Surgical treatment: The panel recommends transoral endolaryngeal resection for patients with T1a disease visible in its entirety on direct
laryngoscopy and an intact mucosal wave. This offers excellent control outcomes and a favorable morbidity profile.
Radiation treatment: Radiation therapy offers excellent local control and is the preferred first-line therapy in patients with disease not readily
amenable to transoral laryngeal resection. Open partial laryngectomy is a viable alternative, although the vocal quality may be better with
radiation therapy. Randomized data support the use of 2.25 Gy fractions as opposed to 2.0 Gy.
Recurrent disease: Most patients with disease recurrence remain candidates for additional definitive treatment, with best therapy at
recurrence dependent on the initial treatment strategy. While larynx preservation remains achievable, patients should be counseled regarding
the potential requirement for total laryngectomy.
Costs of care: Thorough costs of care analyses are challenging, due in large part to the difficulty of accurately assessing the hidden costs of
initial treatment as well as potential subsequent costs of caring for recurrences. Treatment of choice for many patients will ultimately depend
on patient-specific rather than disease-specific factors, including proximity to treatment centers and professional obligations.

Clinical Algorithm(s)
Algorithms were not developed from criteria guidelines.

Scope

Disease/Condition(s)
Stage I T1 glottic cancer

Guideline Category
Treatment

Clinical Specialty
Internal Medicine

Oncology

Otolaryngology

Radiation Oncology



Radiology

Surgery

Intended Users
Health Plans

Hospitals

Managed Care Organizations

Physicians

Utilization Management

Guideline Objective(s)
To evaluate the appropriateness of treatment procedures for stage I T1 glottic cancer

Target Population
Patients with stage I T1 glottic cancer

Interventions and Practices Considered
1. Total laryngectomy
2. Open partial laryngectomy
3. Transoral endolaryngeal resection
4. External beam radiation, including dose
5. Concurrent chemoradiation with cisplatin

Major Outcomes Considered
Survival
Local control rate
Treatment time
Voice quality
Complications of treatment
Cost of care

Methodology

Methods Used to Collect/Select the Evidence
Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence
Literature Search Procedure



The Medline literature search is based on keywords provided by the topic author. The two general classes of keywords are those related to the
condition (e.g., ankle pain, fever) and those that describe the diagnostic or therapeutic intervention of interest (e.g., mammography, MRI).

The search terms and parameters are manipulated to produce the most relevant, current evidence to address the American College of Radiology
Appropriateness Criteria (ACR AC) topic being reviewed or developed. Combining the clinical conditions and diagnostic modalities or therapeutic
procedures narrows the search to be relevant to the topic. Exploding the term "diagnostic imaging" captures relevant results for diagnostic topics.

The following criteria/limits are used in the searches:

1. Articles that have abstracts available and are concerned with humans.
2. Restrict the search to the year prior to the last topic update or in some cases the author of the topic may specify which year range to use in

the search. For new topics, the year range is restricted to the last 5 years unless the topic author provides other instructions.
3. May restrict the search to Adults only or Pediatrics only.
4. Articles consisting of only summaries or case reports are often excluded from final results.

The search strategy may be revised to improve the output as needed.

Number of Source Documents
The total number of source documents identified as the result of the literature search is not known.

Methods Used to Assess the Quality and Strength of the Evidence
Weighting According to a Rating Scheme (Scheme Given)

Rating Scheme for the Strength of the Evidence
Strength of Evidence Key

Category 1 - The conclusions of the study are valid and strongly supported by study design, analysis and results.

Category 2 - The conclusions of the study are likely valid, but study design does not permit certainty.

Category 3 - The conclusions of the study may be valid but the evidence supporting the conclusions is inconclusive or equivocal.

Category 4 - The conclusions of the study may not be valid because the evidence may not be reliable given the study design or analysis.

Methods Used to Analyze the Evidence
Review of Published Meta-Analyses

Systematic Review with Evidence Tables

Description of the Methods Used to Analyze the Evidence
The topic author drafts or revises the narrative text summarizing the evidence found in the literature. American College of Radiology (ACR) staff
draft an evidence table based on the analysis of the selected literature. These tables rate the strength of the evidence for all articles included in the
narrative text.

The expert panel reviews the narrative text, evidence table, and the supporting literature for each of the topic-variant combinations and assigns an
appropriateness rating for each procedure listed in the table. Each individual panel member forms his/her own opinion based on his/her
interpretation of the available evidence.

More information about the evidence table development process can be found in the ACR Appropriateness Criteria® Evidence Table
Development document (see the "Availability of Companion Documents" field).



Methods Used to Formulate the Recommendations
Expert Consensus (Delphi)

Description of Methods Used to Formulate the Recommendations
Modified Delphi Technique

The appropriateness ratings for each of the procedures included in the Appropriateness Criteria topics are determined using a modified Delphi
methodology. A series of surveys are conducted to elicit each panelist's expert interpretation of the evidence, based on the available data,
regarding the appropriateness of an imaging or therapeutic procedure for a specific clinical scenario. American College of Radiology (ACR) staff
distributes surveys to the panelists along with the evidence table and narrative. Each panelist interprets the available evidence and rates each
procedure. The surveys are completed by panelists without consulting other panelists. The ratings are a scale between 1 and 9, which is further
divided into three categories: 1, 2, or 3 is defined as "usually not appropriate"; 4, 5, or 6 is defined as "may be appropriate"; and 7, 8, or 9 is
defined as "usually appropriate." Each panel member assigns one rating for each procedure per survey round. The surveys are collected and the
results are tabulated, de-identified and redistributed after each round. A maximum of three rounds are conducted. The modified Delphi technique
enables each panelist to express individual interpretations of the evidence and his or her expert opinion without excessive bias from fellow panelists
in a simple, standardized and economical process.

Consensus among the panel members must be achieved to determine the final rating for each procedure. Consensus is defined as eighty percent
(80%) agreement within a rating category. The final rating is determined by the median of all the ratings once consensus has been reached. Up to
three rating rounds are conducted to achieve consensus.

If consensus is not reached, the panel is convened by conference call. The strengths and weaknesses of each imaging procedure that has not
reached consensus are discussed and a final rating is proposed. If the panelists on the call agree, the rating is accepted as the panel's consensus.
The document is circulated to all the panelists to make the final determination. If consensus cannot be reached on the call or when the document is
circulated, "No consensus" appears in the rating column and the reasons for this decision are added to the comment sections.

Rating Scheme for the Strength of the Recommendations
Not applicable

Cost Analysis
The guideline developers reviewed published cost analyses. See "Costs of Care" in the "Major Recommendations" field.

Method of Guideline Validation
Internal Peer Review

Description of Method of Guideline Validation
Criteria developed by the Expert Panels are reviewed by the American College of Radiology (ACR) Committee on Appropriateness Criteria.

Evidence Supporting the Recommendations

Type of Evidence Supporting the Recommendations
The recommendations are based on analysis of the current literature and expert panel consensus.



Benefits/Harms of Implementing the Guideline Recommendations

Potential Benefits
Selection of appropriate radiologic and surgical procedures for stage I T1 glottic cancer

Potential Harms
Open partial laryngectomy has more side effects than transoral laryngeal surgery including a longer hospital stay and need for a temporary
tracheotomy.
Radiation therapy is associated with acute mucosal reaction, skin reaction, and late effects.
Shorter overall radiation treatment times have seemed to yield superior results. Prolongation of total treatment time has been shown to
negatively impact local control. Conversely, in one series split-course therapy with a planned 3-week break did not negatively impact local
control outcomes but did result in worsening toxicities.

Contraindications

Contraindications
Need for sun exposure is a contraindication to photodynamic therapy.

Qualifying Statements

Qualifying Statements
The American College of Radiology (ACR) Committee on Appropriateness Criteria and its expert panels have developed criteria for determining
appropriate imaging examinations for diagnosis and treatment of specified medical condition(s). These criteria are intended to guide radiologists,
radiation oncologists, and referring physicians in making decisions regarding radiologic imaging and treatment. Generally, the complexity and
severity of a patient's clinical condition should dictate the selection of appropriate imaging procedures or treatments. Only those examinations
generally used for evaluation of the patient's condition are ranked. Other imaging studies necessary to evaluate other co-existent diseases or other
medical consequences of this condition are not considered in this document. The availability of equipment or personnel may influence the selection
of appropriate imaging procedures or treatments. Imaging techniques classified as investigational by the U.S. Food and Drug Administration (FDA)
have not been considered in developing these criteria; however, study of new equipment and applications should be encouraged. The ultimate
decision regarding the appropriateness of any specific radiologic examination or treatment must be made by the referring physician and radiologist
in light of all the circumstances presented in an individual examination.

Implementation of the Guideline

Description of Implementation Strategy
An implementation strategy was not provided.

Institute of Medicine (IOM) National Healthcare Quality Report
Categories

IOM Care Need



IOM Care Need
Getting Better

IOM Domain
Effectiveness

Identifying Information and Availability

Bibliographic Source(s)

Ridge JA, Lawson J, Beitler JJ, Yom SS, Garg MK, McDonald MW, Quon H, Saba N, Salama JK, Smith RV, Worden F, Yeung AR,
Expert Panel on Radiation Oncology-Head & Neck Cancer. ACR Appropriateness CriteriaÂ® treatment of stage I T1 glottic cancer. [online
publication]. Reston (VA): American College of Radiology (ACR); 2012. 8 p. [58 references]

Adaptation
Not applicable: The guideline was not adapted from another source.

Date Released
2012

Guideline Developer(s)
American College of Radiology - Medical Specialty Society

Source(s) of Funding
The American College of Radiology (ACR) provided the funding and the resources for these ACR Appropriateness Criteria®.

Guideline Committee
Committee on Appropriateness Criteria, Expert Panel on Radiation Oncology–Head & Neck Cancer

Composition of Group That Authored the Guideline
Panel Members: John A. Ridge, MD, PhD (Co-author); Joshua Lawson, MD (Co-author); Jonathan J. Beitler, MD (Panel Chair); Sue S.
Yom, MD, PhD (Panel Vice-chair); Madhur Kumar Garg, MD; Mark W. McDonald, MD; Harry Quon, MD, MS; Nabil Saba, MD; Joseph K.
Salama, MD; Richard V. Smith, MD; Francis Worden, MD; Anamaria Reyna Yeung, MD

Financial Disclosures/Conflicts of Interest
Not stated



Guideline Status
This is the current release of the guideline.

Guideline Availability
Electronic copies: Available from the American College of Radiology (ACR) Web site .

Print copies: Available from the American College of Radiology, 1891 Preston White Drive, Reston, VA 20191. Telephone: (703) 648-8900.

Availability of Companion Documents
The following are available:

ACR Appropriateness Criteria®. Overview. Reston (VA): American College of Radiology; 2 p. Electronic copies: Available in Portable
Document Format (PDF) from the American College of Radiology (ACR) Web site .
ACR Appropriateness Criteria®. Literature search process. Reston (VA): American College of Radiology; 1 p. Electronic copies:
Available in PDF from the ACR Web site .
ACR Appropriateness Criteria®. Evidence table development – diagnostic studies. Reston (VA): American College of Radiology; 2013
Nov. 3 p. Electronic copies: Available in PDF from the ACR Web site .
ACR Appropriateness Criteria®. Evidence table development – therapeutic studies. Reston (VA): American College of Radiology; 2013
Nov. 4 p. Electronic copies: Available in PDF from the ACR Web site .
ACR Appropriateness Criteria® treatment of stage I T1 glottic cancer. Evidence table. Reston (VA): American College of Radiology;
2012. 24 p. Electronic copies: Available from the ACR Web site .

Patient Resources
None available

NGC Status
This NGC summary was completed by ECRI Institute on May 22, 2013. This summary was updated by ECRI Institute on February 15, 2017
following the U.S. Food and Drug Administration advisory on general anesthetic and sedation drugs.

Copyright Statement
Instructions for downloading, use, and reproduction of the American College of Radiology (ACR) Appropriateness Criteria® may be found on the
ACR Web site .

Disclaimer

NGC Disclaimer
The National Guideline Clearinghouseâ„¢ (NGC) does not develop, produce, approve, or endorse the guidelines represented on this site.

All guidelines summarized by NGC and hosted on our site are produced under the auspices of medical specialty societies, relevant professional
associations, public or private organizations, other government agencies, health care organizations or plans, and similar entities.

Guidelines represented on the NGC Web site are submitted by guideline developers, and are screened solely to determine that they meet the NGC
Inclusion Criteria.

/Home/Disclaimer?id=43889&contentType=summary&redirect=https%3a%2f%2facsearch.acr.org%2fdocs%2f71099%2fNarrative
/Home/Disclaimer?id=43889&contentType=summary&redirect=http%3a%2f%2fwww.acr.org%2f%7e%2fmedia%2fACR%2fDocuments%2fAppCriteria%2fOverview.pdf
/Home/Disclaimer?id=43889&contentType=summary&redirect=http%3a%2f%2fwww.acr.org%2f%7e%2fmedia%2fACR%2fDocuments%2fAppCriteria%2fLiteratureSearchProcess.pdf
/Home/Disclaimer?id=43889&contentType=summary&redirect=http%3a%2f%2fwww.acr.org%2f%7e%2fmedia%2fACR%2fDocuments%2fAppCriteria%2fETDevDiagnostic.pdf
/Home/Disclaimer?id=43889&contentType=summary&redirect=http%3a%2f%2fwww.acr.org%2f%7e%2fmedia%2fACR%2fDocuments%2fAppCriteria%2fETDevTherapeutic.pdf
/Home/Disclaimer?id=43889&contentType=summary&redirect=https%3a%2f%2facsearch.acr.org%2fdocs%2f71099%2fET
/Home/Disclaimer?id=43889&contentType=summary&redirect=http%3a%2f%2fwww.acr.org%2fQuality-Safety%2fAppropriateness-Criteria%2fTermsConditions
/help-and-about/summaries/inclusion-criteria


NGC, AHRQ, and its contractor ECRI Institute make no warranties concerning the content or clinical efficacy or effectiveness of the clinical
practice guidelines and related materials represented on this site. Moreover, the views and opinions of developers or authors of guidelines
represented on this site do not necessarily state or reflect those of NGC, AHRQ, or its contractor ECRI Institute, and inclusion or hosting of
guidelines in NGC may not be used for advertising or commercial endorsement purposes.

Readers with questions regarding guideline content are directed to contact the guideline developer.
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